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Don’t go home until you’ve walked your patients,” my Chief proclaimed as we finished up evening rounds on the surgery service.   I hated the term 
“walk your patients,” for it brought to mind the image 
of patients subservient to their physician masters. 
Nonetheless, I knew my Chief was right—postopera-
tive success depends on patients getting out of bed and 
doing their best to return to their normal lives. I also 
knew that one of my patients, Mr. G, had not been out 
of bed all day. 
Mr. G was a 67-year-old man with a diagnosis of meta-
static tonsillar carcinoma, an illness most likely brought 
on by a lifetime of smoking cigarettes with no under-
standing of their consequences. He was brought to our 
attention by the medical service at our hospital for a sus-
pected small-bowel obstruction. The surgical team had 
performed an exploratory laparotomy on Mr. G three 
days earlier with a lysis of adhesions surrounding an 
old stab wound—a stab wound I later learned Mr. G got 
during a civil rights protest in the 1960s. His operation 
proceeded without complications, and Mr. G was appar-
ently doing well. His obstruction had resolved and he 
was able to tolerate a liquid diet. Most importantly, at 
least in the eyes of his primary team, he could maintain 
his schedule of radiation treatments that the oncolo-
gists had prescribed. Despite his postoperative success to 
this point, Mr. G still refused to get out of bed. Physical 
therapy workers had paged me about this matter earlier 
and I had told them reflexively “We will handle it,” not 
having the time or the mental capacity to deal with it at 
that moment. At the end of the day, however, I began 
to worry about Mr. G’s unwillingness to get out of bed.
Aside from the thought that my ability to make it into 
bed for a semi-full night’s rest depended on his ability to 
get out of bed, his hesitancy to work with the physical 
therapists really bothered me. There was a long differ-
ential of reasons why Mr. G was not ambulating. Pain, 
weakness from his cachexia, or perhaps fear that he 
could not walk after major surgery were all conceivable 
explanations. But as I ran through the list of possibilities 
on the way to his room, I couldn’t get the thought out 
of my mind that Mr. G wasn’t getting out of bed because 
he didn’t see the point. Depression is extremely common 
in a hospital setting, and, quite frankly, his long-term 
prognosis gave him good reason to be depressed. Illness 
had taken away his ability to eat solid food, to swallow 
his own saliva without occasional assistance from a suc-
tion device, and to speak in the voice that his children 
had heard all of their lives. Honestly, when I thought 
about it, I wouldn’t want to get out of bed either.
All of these thoughts raced through my mind as I knocked 
on his door, and as I stood there tired from a long day of 
retracting in the operating room I questioned my abil-
ity to help him. I was just a medical student. Despite my 
burning desire to help people, life on the wards had 
shown me the limits of such idealism. Even if I actually 
knew what was best for my patients I couldn’t put in 
orders or write prescriptions to help them. Brooding on 
the limitations of being a medical student and internally 
questioning what help I could really provide, I asked Mr. 
G why he wasn’t willing to get out of bed.
“Because I need my shoes,” he answered with obvi-
ous frustration in his voice. “Excuse me?” I replied in 
confusion. He then responded in a tone mixed with 
exasperation and pity for his poor medical student’s 
stupidity: “How are all you doctors gonna expect me to 
walk around this place without shoes?” He did have a 
point. Any medical professional knows what a danger-
ous place a hospital can be, and I wouldn’t want my bare 
feet touching the floors of this battlefield of microbial 
warfare. I continued to listen to Mr. G as he explained 
to me that when he was transferred from oncology to 
the surgical floor a bag of his personal belongings did 
not move with him. His refusal to get out of bed was in 
part out of a concern for the cleanliness of his feet, but 
he was also justifiably frustrated at the hospital and his 
doctors for losing his possessions. 
He described to me what his bag looked like and what 
was in it and I was overcome by a sense of relief. I could 
do something that would help! This didn’t require a 
prescription pad or an order sheet, just a bit of legwork 
and some creativity. A lap or two around the hospital 
and some unsuccessful searches in the hospital property 
offices later, I arrived in a rather obvious place. His bag 
and, thankfully, his shoes were still in the closet of his 
old room on the oncology floor. When I told Mr. G the 
location of his shoes he wasn’t surprised. “I figured they 
were there,” he said as I helped him lace up his Nike Airs 
and get his bundle of tubes and lines ready to go. Then 
we hit the wards for a lap around the nurse’s station that 
I won’t soon forget.  
Our conversation that night revolved around his family, 
especially his kids, as it usually did, with some critical dis-
cussion of Atlanta’s best soul food. Before I left him to 
page the medicine intern and tell him that our patient 
was ready for transfer, Mr. G smiled at me and said 
“Thanks a lot, Doc.” Usually I corrected patients who 
called me “Doctor”—my coat was way too short and my 
knowledge still too limited for that honor and responsi-
bility. That night, however, I just responded “Thank you, 
Mr. G.” For all of the rest of the staff on the floor, it 
was a normal night at this hospital—if there is such a 
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thing. For me, however, it was one of the highlights of 
my admittedly short medical career. Not because I could 
get home in time to eat dinner before I fell comatose 
into my sheets, or because I had accomplished a miracu-
lous feat of medicine deserving of the title “Doctor.” I 
treasured that night because it gave me perspective. 
A few weeks in a hospital will inject anyone with a 
potent dose of realism. I blamed my ineffectiveness in 
helping patients on my inability to write orders and do 
what actual doctors do. That night, however, I realized 
that my dependency on a co-signer was a blessing. True, 
my abilities were limited without pills and procedures. 
But this limitation forced me to be creative and seek out 
unique ways to help my patients. When I think about it, 
this is the life of a physician—desperately hoping to help 
his or her patients, but continuously frustrated by the 
inability to heal. For many patients, like Mr. G, there is 
no cure, and for many more the cure is limited by social 
factors that are often beyond our control. In a medical 
culture that quantifies success in terms of survival rates 
and lengths of stays, it’s easy to be consumed by our 
limitations. 
It’s strange to think that my seemingly omnipotent 
attendings doubt their abilities or get frustrated by 
their limitations before they knock on their patients’ 
doors. But I’m sure that from time to time it happens. 
It is, after all, one of the hardest lessons of medical 
school—you can’t fix everyone. Just because you can’t 
cure everyone, however, does not mean you can’t help 
your patients heal and feel better. I had an attending 
ask me on rounds, “Sarah Rae, what is the question you 
must ask every patient every day?” The answer wasn’t 
about fever, as I postulated, or one of the many other 
reasonable but incorrect answers given by the rest of 
my team. “Sarah Rae,” he responded, “you have to ask 
every patient, every time you see them: What can I do 
to help?” 
So that’s what I do. That’s what all healthcare workers 
do. Usually, I couldn’t answer their requests, at least not 
without the help of a resident. On those occasions, I 
often found that it helped patients to know that they 
had an advocate—that in the massive and foreign laby-
rinth of the hospital there was someone on their side. 
But sometimes, I got lucky. Sometimes, a patient’s 
request didn’t involve looking up dosing schedules on 
my handheld pharmacopeia or attempting to navigate 
the bureaucracy of hospital protocol. In these moments, 
when some reassuring words or a listening ear would 
suffice, I felt worthy of the title “Doctor.” Whether or 
not I realized it at the time, these are the moments I 
sought when I applied to medical school. These are the 
experiences that make me excited when I come to the 
hospital before dawn or for weekend rounds. And when 
I think about what I want to do when I am a “real doc-
tor,” these are the scenarios that I picture in my mind. 
Because sometimes, as Mr. G taught me that night, help-
ing your patient truly can be as easy as finding a pair of 
shoes.
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